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Documentation /Evidence of Care Delivery

Care plans not completed to provide a clear account of care and treatment in
place.

Lack of signatures or countersignatures.

‘Not for Resuscitation’ not written in the nursing care plan.

Patient’s name not included on the waterlow assessment sheet.

Fluid balance charts used as turn chart, oral care and fluids. It is stated on the
fluid balance chart to record input and output hourly. No totals were recordad
at all.

No evidence of nutritional encouragement.

Observations not recorded accuratelv:

» 2™ November performed once on admission only.

» 3™ November performed twice, times not indicated (blood pressure low).

» 4" November blood pressure 60/30 and only performed twice, untimed.

Not recorded on appropriate chart.

Medical

Consultant reviews were undertaken weekly on 3,11 and 18.11.98.
No details of IV fluids overnight on 2.11.98 (stated that there was no I'V access
on 3.11.98, but venflon inserted on admission according to notes).
*Not for resuscitation’ decision made by Staff Grade on admission to MAU

with no supporting rationale.
‘Not for resuscitation’ orders reviewed by Dr Rye, SHO with relatives, There

was no review of this decision from 5.11.98 until 19.11.98.
Medications written orally even though patient was unresponsive and unable

to pass naso- gastric tube.
Normal Saline 3 litres given when sodium 158 mmol/l. 1:10, 1.3, 1:3.

Patient recovered and was discharged back to nursing home 20.11.98.

Overall Conclusion about the Allegations

The allegations made by Dr Pal were largely true (see appendix 3).
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Alleeations made by Dr R Pal

‘On the ward round on the 3 November [ was asked ro start antibiotics,
perform a number of blood rests and ensure intravenous access. Idid this and
explained to the nurses that she needed her antibiotics now and not later. |
Joined the ward round but returned 20 minutes later, no fluids or antibiotics
had been put up. I explained 10 Helen again........I said this patient needs
them now and not later. I returned 30 minutes later and this still had not been
done. [was rold they were very short staffed (3.11.98) and I asked where the
antibiotics were so I could put them up myself. Finally 2 hours later this

happened’
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‘The next morning (4.11.98) | returned to check the two ill patients ar 8.30 in
the morning. Dr Tavior the Dermatology SHO explained that this patient s
blood pressure was low last night and probably had not responded to fluids. |
Jound the parient to be very hot and sweaty and no observations had been
done since last night.

I asked the nurses 1o do the observations as a matter of wrgency and afier thar
I would return and give the patient some Haemaccel if she needed it. [ asked
Barbara to do the observations immediately. ............. 13 minutes later the
observations were still not done therefore I went 10 manually do the BP myself
and found it to be 60/3() and then 80/50. The temperature was 38.7 and the
patient did not look well at all. The impression was that the patient was going
into septic shock as no antibiotic dose was given that morning. [ asked
Barbara to get the 2 units of Haemaccel as soon as possible as urine ourpur
had been very low all night. I then went 1o bleep Dr Rasheed but as he did not

answer [ went to check the patient again.

The nurses were outside the room talking to the relatives and I explained
“Please get me the Haemaccel or where is it and I will get it myself™.
Barbara asked one of the student nurses to obrain the Haemaccel and said
there were no given sets on the ward. [ was very abrupt and said "“We need
ONE MOW..........coseeeee .. OF the patient will die. I asked for the electronic
observations machine and that we needed it urgently............ A health care
came up to me and said “ The nurses have told me to tell you we don't have
any staff on the ward to leave, you will have to get it yourself™.

I was asked to ger one from ward 61 and I ran there and got the set connected
up myself with no help from the nw:ﬂng smﬁ and by that time the BP was
60/30 and patient was very drowsy... ; The urine
output began to improve and the blood pressure rmpraved [ kmew this patient
needed a central line but I had never done one before and required senior

support for it.

I needed urgent help from someone to overlook whar | had done and in
desperation, I did not know wherher the amount of fluid titrated against the BP
was too much or 1oo little. I called the Dermatology SHO and explained |
could not get hold of anvone and | needed his help. He kindly came to review
the patient and said I have given slightly too much fluid and that | should
continue as [ was but slow down the fluids.

I then proceeded with my other duties and tried 1o contact Dr Raashed again
but failed. The patient’s blood pressure had improved and I reviewed the
patient at 12.30pm to find she was acutely breathless. The nursing staff were
moving her and on asking what they were doing they said 'We are turning her
for her pressure sores’. I was extremely abrupt and said ‘Fﬂrger the pressure
sores, she needs the oxygen now and we need to sit her up. uned
asked for 35% O; but they said that none of the flow rate ma.su were avmfab!g

on the ward. . The student nurse and I managed to give the patient
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40mg Frusemide and her sats improved 1o 93% with 24% O; . At this point |
asked one of the nurses 1o bleep Dr Rasheed ........... ...

I had caused the patient to go into acute pulmonary oedema because [ was not
aware of the consequences of giving too much fluid without a central line and
no one was there to advise me. [ explained to Dr Rasheed on his return thar |

felt terrible that I caused the patient to go into pulmonary oedema and he

laughed at me as if to say I was incompetent. “I told you that you would" and
afier that episode Dr Rye was asked to put in a central line in the patient and
was left 1o manage the patient herself and Dr Rasheed lefi us to it.

According to Dr Pal’s statement, after discussing poor care with Sr Wright
(Ward Manager) she was told to ring Mrs J Boon, Senior Nurse Manager. Dr
Pal did this and asked for more staff. Mrs Boon refused and said staffing was
adequate. According to Dr Pal’s statement, after this Dr Spiteri was not
pleased and was concemed that she was stressed and not coping. On her
return to ward duties, she states that none of the nursing staff spoke to her.

Findings of the Review of the Patient Record

Admitted 2.11.98 via GP. Jaundiced and ‘off legs’. Impression was jaundice

query due to gall stone pathology, the patient was hypotensive and confused.
The plan was for urgent abdominal ultrasound (form ticked). Antibiotics
signed for on 3.11.98 at 11.45 hours and 18.25 hours and 4.11.98 at 07.00

hours.

Temperature recorded in MAU as 35°C, blood pressure 98/60, and pulse 116.
The next temperature recorded was on 3.11.98 (37.6°C) in the morning (no
time) and then at 2210hr (38.8°C ). It was then recorded on 5.11.98.

Conclusion

Medical Review
« Reviewed on the post take round and medical notes written by an SHO.

» Reviewed by the consultant, although no evidence of senior medical

follow-up.
= ‘Do not resuscitate’ decision made by an SHO on 4.11.98.

Medical Practice
¢ Dobutamine prescribed but no parameters for blood pressure written.

+ [If aggressive [V fluid replacement and inotropic drugs were to be
administered, invasive haemodynamic monitoring should have been
employed.

¢ Dr Pal clearly administered excess IV fluids with insufficient monitoring.
The level of immediately available middle grade medical support at the
time is not clear but would appear to have been inadequate.
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